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SOLITARY FIBROUS TUMOUR OF THE NOSE 

AND NASOPHARYNX 

J. PACE BALZAN, A. FENECH, J. DEGAETANO 
ABSTRACT 
A case of solitary fibrous tumour of 
the nasal cavity is reported. These 
tumours, rare in the nose, are be­
lieved to be similar to fibrous 
mesotheliomas of the pleural cavity. 
The main presenting symptom is 
that of unilateral nasal obstruction 
and diagnosis is made on histologi­
cal examination of the lesion. These 
tumours have to be distinguished 
from other spindle-cell tumours of 
the nasal cavity and sinuses. 
CASE HISTORY 
A 53 year old white male (F.M.) pre­
sented in November 1990 with an 18 
month history of right sided nasal ob­
struction following an upper respira­
tory tract infection. There were no 
other associated nasal complaints. 
Clinical examination showed marked 
anterior septal def1ection to the right 
side but a polyp couldjustbe made out behind it. The left 
side of the nasal cavity was clear, as was the nasopharynx. 
Routine sinus X-ray examination showed no signs of 
sinusitis. ACT-scan was not indicated as nothing sinister 
was noted at this stage. 
In December 1990 a submucous resection of the nasal 
mucosa and biopsy of the polyp were performed. Histol­
ogy report of biopsy showed the features of a solitary 
fibrous tumour. 
A subseuqent scan of the nose and sinuses showed an 
extensive tumour occupying the right nasal cavity al­
most obliterating the right maxillary antrum and appar­
ently arising from the posterior ethmoidal cells. (Fig I) 
The right sphenoid sinus showed a fluid level. The 
nasopharynx was clear of tumour. 
The tumour was removed intact in February 1991 via a 
planned lateral rhinotomy external ethmoidectomy and 
medial maxillectomy under halothane and nitrous oxide 
anaesthesia. 
FIG I - eT-Scan prior to the main operation. The tumour can he seen as 
an opacity involving the right nasal cavity, right maxillary antrum and 
ethmoidal air cells. 
At operation and following resection of the cartilagenous 
septum, the 'polyp' was found to be a firm white tumour 
occupying the whole of the right nasal cavity and out­
wardly displacing the lateral wall of the nose. It did not 
appear vascular and did not bleed unduly after several 
biopsy specimens were taken. Apart from a few adhe­
sions to the nasal septum, which were ascribed to the 
previous septal surgery and biopsy (done in December 
1990), the tumour appeared well-encapsulated and was 
removed without difficulty after division of a narrow 
pedicle in the posterior ethmoidal cells. (Fig IT). 
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FIG II -Macroscopic appearance ofthe tumour at the end 
of the operation with the pedicle clearly seen at the top 
of the specimen. 
FIG 1Il- Specimen cut into two halves - the haemorrhagic 
areas and the pedicle at the lower pole of the specimen 
can he clearly seen. 
FIG IV -Histological section of the tumour - consisting 
mainly ofhaphazardly placed smallfihrohlast -like cells 
set in a collagenous matrix 
The histological report was as follows: "The surgical 
specimens consisted of a rather well circumscribed rub­
bery mass measuring 5.5 x 3.0 x 3.0cms. (Fig II and Fig 
Ill). On sectioning, the cut surface was greyish white 
with frequent whorling and fasciculation and 
haemorrhagic areas", 
Microscopically the tumour was not encapsulated and 
extended close to the surface respiratory epithelium. It 
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showed a haphazard arrangement of small fibroblast­
like cells, set in a collagenous matrix. (Fig IV) The 
cellularity of the tumour varied from area to area and 
numerous small vessels were present, most notably in the 
less cellular areas. No atypia or mitosis were noted and 
necrosis was not present. Focal areas of haemorrhage 
with haemosiderin laden macrophages were also seen. 
Post-operative recovery was uneventful and the patient 
was last seen in March 1993. He has been symptom-free 
and free of recurrence for the past 3 years. There is 
minimal facial deformity or scarring from the extended 
Weber Ferguson incision. He likewise has no anaesthe­
sia of the cheek as the infra-orbital nerve was identified 
and spared at operation. 
DISCUSSION 
Tumours of the nasal cavity and sinuses show wide 
variation of different histological types. Malignant tu­
mours are rare and consitute some I % of all tumours. 
Benign tumours are more commonly encountered. 
The mode of presentation gives no indication as to the 
type of lesion and biopsy and histological examination 
are necessary in all cases for diagnosis and to exclude 
malignancy. Solitary fibrous tumour of the nasal cavity 
is a rare lesion and fewer than 10 cases have been 
reported in the world literature. It must be distinguished 
histologically from other spindle cell tumours, espe­
cially Angiofibromas, Haemangiopericytomas and Fi­
hrous tissue tumours. 
Nasopharyngeal angiofibroma, which arises in the pos­
terior lateral wall of the roof of the nose is very unusual 
above the age of 25 years. Histologically there is a 
mixture of blood vessels and fibrous stroma, the latter 
often being hypocellular and lacking the haphazard 
arrangement seen in solitary fibrous tumours (1). 
Hamangiopericytomas show very prominent vascular 
channels with a branching network, changes which are 
usually only focal in solitary fibrous tumours. The cells 
of hamangiopericytoma are round to spindle shaped and 
are closely a.ssociated with the blood vessels un'like the 
heterogenous arrangement in solitary fibrous tumour. 
Fibrous tissue tumours in the nasal cavity are rare (2). 
Benign and malignant fibrous histiocytomas show a 
storiform arrangement of spindle cells. Foamy and 
multinucleated histiocytes are helpful distinguishing 
features in favour of benign fibrous histiocytomas while 
pleomorphism and mitosis characterise malignant tu­
mours. Fibrous histiocytosis (ie a storiform pattern) is a 
pointer against solitary fibrous tumours. Other fibrous 
tissue lesions like fibrosarcomas and fibromatosis which 
have also been reported in the nose (3, 4) should also be 
considered in the differentiated diagnosis of spindle cell 
tumours. The herring bone appearance of the former and 
the uniformly abundant collagen between well differen­
tiated fibroblasts in the latter militates against a diagno­
sis of solitary fibrous tumours. 
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Solitary fibrous tumours are traditionally associated 
with the pleura (fibrous mesothelioma) but have been 
reported in the extra-pleural sites including peritoneum, 
mediastinum (5), lungs (6) and ethmoid sinuses (7). 
Immunohistological and ultra structural studies support 
a mesenchymal rather than an epithelial or a mesothelial 
origin for this tumour (5, 8, 9, 10, 11). 
Little is known about the behaviour and ultimate progno­
sis of the tumour. Approximately IYlo of cases of soli­
tary tumours of mediastinum pleura, and peritoneal 
cavity behave aggressively (5, 9, 12). Poor prognostic 
features include large size, hypercellarity, increased 
number of mitosis, pleomorphism and necrosis. These 
are not, however, considered to be absolute guidelines. 
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Histologically the tumour described by us showed little 
pleomorphism, no mitosis or necrosis and on the basis of 
the above guidelines should prove benign in its behav­
IOur. 
The patient has now been followed up for 3 years. He is 
symptom-free and there are no clinical or radiological 
signs (CT Scan) of recurrence. 
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